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points to apoplexy is absent, allow a patient to die without 
giving him the chance of escape from a fate which appears 
inevitable if the surgeon holds back. Why should we hesitate 
to open the dura mater even if the bleeding be arachnoid ? 
Are not the numerous cases which exist, of recovery 
when the brain has been exposed and extensively lacerated, 
sufficient answer to the policy of hesitation ? 


SOME POINTS ON INCARCERATED HERNIA. 
By JARVIS S. WIGHT, M. D., 

OF UROOKLYN. 

PROFESSOR OF OPERATIVE AND CLINICAL SURGERY, AT HIE LONG 1SLAN0 COLLEGE 
HOSPITAL. 

F OR many years the subject of incarcerated hernia has 
engaged my attention, not only because of its difficul¬ 
ties, but also because of its intrinsic interest: That it is a diffi¬ 
cult subject, no one who has any knowledge will deny; and 
that it is of interest, any one wili admit who considers the im¬ 
portant field it offers for practical study. And it has seemed 
to me that it would not be out of place to occupy a little 
time with the consideration and the discussion of some of the 
difficulties of this form of hernia. And then I may be per¬ 
mitted to bring forward a few cases in illustration of my views 
and opinions, in regard to some of the most difficult questions 
of surgical practice. 

In the first place by way of definition, let me say that'an in¬ 
carcerated hernia involves two essential conditions: I. It 
must be irreducible : 2. It must be obstructed. These two 

conditions are essential and necessary in a case of incarcerated 
hernia. If a hernia can be reduced, then in no sense can there 
be an incarceration. I am now speaking of the power of 
taxis, such power as is possessed by the practiced surgical 
hand. And then I am led to say that a hernia is irreducible 
when with the skill of experience it can not be reduced. And 
then the condition of obstruction implies and involves the in- 
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testine, which must to some extent constitute part of the con¬ 
tents of the hernial sac. And the part of the intestine that is 
in the sac must be obstructed. And so we have the condition 
of the bowel that we call obstruction: and this obstruction is 
complicated with irreducible hernia. An incarcerated hernia 
is therefore an obstructed irreducible hernia. 

And now comes the question: what constitutes the irreduci- 
bility ? VV hy is it impossible to put the hernial protrusion 
back ? A hernia comes down, and is put back. This process 
of coming down and pu ting back may be repeated many 
times. Finally the hernia may increase in size, and may be 
left down, because it does not cause much inconvenience. It 
is comfortable, and the patient goes along unmindful of danger. 
In time the intestine, the sac and the peri-jacent tissues grow 
together, and it becomes impossible to reduce the hernia. 
Such a hernia may vary greatly in size. It may be no larger 
than a walnut, it may be larger than the human head. But it 
has formed such adhesions that no surgical skill can reduce 
it. 

Time goes on, and the contents of the intestines pass, as 
best they can, through the irreducible knuckle that is bent up 
in the hernial sac, and this process keeps-up Irom day to day 
—and from year to yer. And then the neck of the sac may 
become smaller, and there may be an accumulation of ftecal 
matter at the bottom of the intestinal knuckle, and then at 
last the hernial part of the bowels become obstructed, and so 
we have an incarcerated hernia. 

The causes that facilitate and lead to the obstruction of an 
irreducible hernia are not difficult to find, and are easy to un¬ 
derstand : granting the irreducibility of the hernia, and the 
fact that the hernial part of the intestine is obtruded through 
an aperture, and that it is grown to the sac, and that the sac 
is adherent to the tissues around it—and we have a part of 
the intestine that is deprived of its active function, for it can 
no longer go on with its peristaltic motions, since the.fibers of 
the muscles are imprisoned, atrophied and destroyed. The 
irreducible part of the intestine acts as a mere passive tube, 
and that tube is bent upon itself. And so in time obstruction 
seems to follow as a matter of course. And yet we may look 
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on some cases in a somewhat different light. The hernia may 
be large; considerable intestine may be in the sac; it is still 
. irreducible ; the folds of intestine lie side by side, they are 
grown together with some firmness, they may not have lost 
entirely their power of peristalsis, yet the active function of 
the bowel is more or less impaired ; then we have a condition 
of things liable to cause obstruction. In any case for a time 
the contents of the intestine are for the most part pushed 
through the impaired bowel after the manner of a vis a tergo. 
At last the time comes when the vis a tergo fails, or becomes 
incompetent, and then we have obstruction of the hernial part 
of the intestine, and incarcerated hernia. 

Some years ago I operated on a lady about forty-five years 
of age, for what was supposed to be strangulated femoral 
hernia of the left side. On cutting down I found the peri- 
jacent tissues, the sac and the intestines one continuous struc¬ 
ture, as it were, they having all grown together. The anatom¬ 
ical layers of hernia were not distinguished. The fold of in¬ 
testine had not only lost its normal structure and function, but 
it was also obstructed. There was no strangulation. In fact, 
it was a case of incarcerated hernia. I incised the anterior 
wall of the femoral canal and cut the lemoral ring, and liber¬ 
ated, as best I could, the irreducible knuckle of intestine, and 
then put it back, that is to say, I performed the major opera¬ 
tion for strangulated hernia. And the result was that my pa¬ 
tient died in a few hours after I had operated on her. 

Did the operation improve the chances of recovery of this 
patient ? The fact was death followed promptly and certainly. 
Would some other operation have answered a better purpose ? 
Suppose I had made an artificial anus? Would life have been 
saved ? Suppose I had exsected the damaged part of the in¬ 
testine—what result might have been expected? It may be 
that some of these questions can have a rational solution. It 
may be that we can give them all practical answers before we 
finish. 

On another occasion I went with the family physician to as¬ 
sist in an operation on a lady, about seventy years of age. I 
was told that she had been suffering for about a week with 
strangulated inguinal hernia of the right side. When I saw 
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this patient I found she had femoral hernia, and from the clin¬ 
ical history, I came to the conclusion, that the hernia was incar- 
crated, and I advised manipulation in order to remove the ob¬ 
struction, inasmuch as an operation appeared to be very seri¬ 
ous. Under ether the contents of the hernial part of the in¬ 
testine were reduced, that is, the obstruction was removed. 
The fecal matter was pushed forward into the lumen of the 
bowel, and some of the dislocated bowel was reduced, while 
the hernial sac remained where it had been for years, protrud¬ 
ing from the femoral canal. This patient was relieved, so 
that with care she was comfortable for a number of years. 
Her hernia became incarcerated again, and was manipulated 
as before, with about the same success, in so far as the opera¬ 
tion was concerned, but she died soon afterwards. 

At another time I saw a patient, a strong man, about forty 
years of age, with the surgeon who had attended him, in or¬ 
der to assist in an operation for strangulation of an inguinal 
hernia of the right side. The hernia had existed for years, 
and had not been reduced for a long time. I found that the 
patient had symptoms of obstruction of the bowels, that the 
hernia was small, and that it could not be reduced. There 
were no distinctive signs of strangulation, and it seemed to me 
that the case was one of incarcerated hernia. Ether was given, 
and as taxis failed, an operation was performed. There seemed 
to be no anatomical difference in the tissues from the skin to 
the knuckle of intestine. Indeed, no sac of any kind could 
be found that was not continuous with the intestinal coats. 
And the knuckle of intestine had lost its normal appearance, 
and strongly resembled a specimen. It had no longer the 
properties of an intestine. This deformed and impaired piece 
ol intestine was dissected from its surroundings and reduced, 
and the patient lived only a short time. 

Now, what would have happened in this case, if the damaged 
structure had been exsected, so that the normal parts could 
have been joined, in order to restore a passage for the feces? 
Seeing that the patient was in good condition, that there was 
no strangulation, that there was no gangrene, and that only a 
small part of the bowel was damaged, it was reasonably cer- 
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tain that an exsection of the hernial part of the intestine 
would have been better than a kelotomy. 

The same day on which I assisted in the last case I saw a 
lady, whose physician said she had a strangulated hernia of 
the right side. He had been able to reduce the hernia at pre¬ 
vious times, but now he had failed. The hernia had been 
down several days. I found the hernia a femoral one of the 
right side, the signs of strangulation were not present. I ad¬ 
vised another attempt to reduce the hernia, the patient being 
put under the influence of ether. Then the case appeared to 
be one of incarcerated hernia, that is, the hernia appeared to 
be reducible only to a limited extent, and on gentle and con¬ 
tinued pressure the obstruction was removed, so that the tu¬ 
mor was considerably reduced in size. 

It was, however, deemed best to wait for developments. 
This patient did well, though there was some swelling, or tume¬ 
faction of the part left. The obstruction had been overcome, 
and it may be that some of the dislocated intestine had been 
reduced. Had this patient been operated on would she have 
died like the previous one ? This is a fair question, yet who 
knows? Would it have been possible to safely exsect a piece 
of the dislocated intestine? 

In January, 1888, a case of incarcerated umbilical hernia 
came under my care. The patient was a female, about forty- 
five years of age. The hernia had been operated on three 
years previous. The tumor had not been reduced entirely for 
about two years, it was larger at times, and then it would get 
smaller. The hernia had become irreducible, and a few days 
before I saw the patient the bowel in the hernial tumor was 
obstructed, and then the usual symptoms of intestinal obstruc¬ 
tion presented themselves. I made every preparation for kelot¬ 
omy, laparotomy, and exsection of the bowel. Ether was 
given, and then I gently manipulated the hernial tumor. As 
far as I could judge, there was no fecal accumulation in the 
intestinal folds of the hernia. It was not difficult to press out 
the fecal matter, so as to leave the sac which was adherent to 
the perijacent tissues, and so as to leave the intestinal folds 
which appeared to be attached to the inside of the sac. So 
complete was the removal of the obstruction, that I determined 
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to postpone operative procedures, and see if my patient would 
be in a better condition in a few days. The improvement was 
marked, the patient becoming quite well, so much so that she 
declined to have an operation. 

A little more than a year ago I saw a case of incarcerated 
hernia that made a deep impression on my mind. The facts 
of the case are substantially as follows: 

The family physician called me to see a lady, about fifty 
years of age, who had suffered for some years with a swelling 
in the right inguinal region. She had been seen at previous 
times by competent medical men, who said she had a hydro¬ 
cele, or cyst. But the best opinion I could form was that she 
had an incarcerated inguinal hernia. I gave the patient an 
anaesthetic and obtained a reduction of part of the contents of 
the knuckle of intestine, and advised that nothing more be 
done by way of operation till the next day. However, an¬ 
other surgeon was called. He decided that the case was one 
of strangulated hernia, and urged an immediate operation. I 
was then sent for and was present during its performance. I 
administered the ether. The tissues were adherent and cohe¬ 
rent down to the considerable knuckle of intestine, which had 
lost all appearance of being any part of the alimentary canal. 
I suggested that this deformed and damaged piece of the in¬ 
testine be cut out, so as to bring the fresh ends of the tube 
above and below together. This might have given the patient 
some chance of life. This knuckle of intestine was put back 
into the abdominal cavity, where it was no more fit to perform 
a special function than it was while contained in the hernial 
sac. And it seemed to me that an attempt to form an artificial 
anus would have promised more good than the kelotomy with 
reduction. At any rate the patient promptly died the-next 
day after the operation. Then I began to be more impressed 
with the gravity of a case of incarcerated hernia. 

In October, 1887, I went to see a patient, about forty-five 
years of age, who was supposed to have a glandular tumor in 
the right inguinal region. The tumor had existed some fifteen 
years, and during this time nothing had been done for it. The 
patient had the symptoms of obstruction of the bowels, and I 
made a diagnosis of incarcerated hernia. Ether was adminis- 
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tered, and a moderate attempt at taxis was made, resulting in 
some relief. Two days after, consent to operate was obtained, 
and when a free incision was made gas escaped and faecal mat¬ 
ter was found in the tissues. The knuckle of intestine was 
lacerated ; I completed the opening for the purpose of making 
an artificial anus. Faecal matter came from the new passage, 
but the gangrene extended. The improvement was consider¬ 
able for two or three days, and then the patient slowly sank 
from exhaustion. This patient was a gentleman who had been 
in active business for many years, and had concealed his in¬ 
firmity from his friends, so that he was in extreme peril finally, 
because the hernia had become practically irreducible, and be¬ 
cause there was no hope for him except by some kind of ope¬ 
ration ; and now I ask the question, would it have been better, 
if I had cut out a part of the intestine, instead of opening it ? 
In a few moments we will consider this question. 

A few days ago I saw a female patient, about thirty years of 
age, with her family physician. I found a swelling in the left 
inguino-femoral region nearly as large as one-half of the closed 
hand. She had been affected with this swelling since she was 
a girl, though it had-been from the first quite small. About 
two-thirds of'the swelling could be reduced, and whatwas.l.eft 
was quite firm. It appeared to be a direct inguinal hernia-; 
some of it was reducible, and some was irreducible. The re¬ 
duction, even if incomplete, gave much relief from the uneasi¬ 
ness and the distress suffered by the patient. The condition of 
things seemed to favor obstruction, which was removed by the 
manipulation. It was not possible to say whether the reduc¬ 
tion, such as it was, accomplished the removal of the fecal 
matter, or the knuckle of intestine from the hernial sac. One 
thing, however, is certain, and that is : This patient has been 
and will be in constant peril, and we may let her go on in the 
way in which she has been going, hoping that she may live a 
long time, under unfavorable conditions. Or, we may cut 
down on the sac and open it, and, if possible, replace the in¬ 
testine, and try to get a radical cure. Or, if need be, we may 
cut out the.damaged piece of intestine and stitch the cut ends 
together and attempt to get union, and so restore the func¬ 
tion of the canal. 
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Now, I have given an account of a number ol cases 
of incarcerated hernia, and what I have said indicates to some 
extent the nature of such cases, though it does not make clear 
some important points. The facts of irreducibility and ob¬ 
struction have indeed been presented, and to them we may 
now briefly add a few more facts ; we may speak of the facts 
of inflammation, strangulation and gangrene; we may say that 
an incarcerated hernia may be complicated by inflammation, 
strangulation or gangrene. 

As a matter of fact, in a case of incarcerated hernia, inflam¬ 
mation may take place, and go on till death results, without 
the occurrence of strangulation or gangrene. I have seen two 
such cases, both occurring in women about fifty years of age. 
In each case there was a very large irreducible umbilical her¬ 
nia that became obstructed; inflammation slowly supervened, 
involving the peri-hernial, the hernial, the intestinal and the 
peritoneal structures. I saw these two cases about a week af- 
terthe inflammation began; no operation was performed, and 
death followed. In another similar case of inflamed umbilical 
hernia that had been incarcerated, an artificial anus was 
formed, and the patient survived for many years. In two 
other similar cases, in which kelotomy was performed, death 
followed in a few hours, life being evidently shortened. 

In one of my cases previously mentioned, the one in which 
I endeavored to make an artificial anus, there was, no doubt, 
strangulation, that was followed by more or less inflammation, 
which was so intense as to produce gangrene. And when an 
incarcerated hernia becomes strangulated, gangrene will be 
very sure to follow, than which we could not well have a more 
disastrous condition in any surgical case. I admit that intense 
inflammation in such a case may lead to strangulation, while 
it is true that strangulation will produce inflammation, and 
both of these events may be followed by much dreaded gan¬ 
grene. But so long as neither strangulation nor inflammation 
come to pass, in a case of incarcerated hernia, there is some 
hope of relieving the patient. 

Let me add in this place that the condition of strangulation 
does not sufficiently and adequately describe an incarcerated 
hernia. Take an irreducible hernia, and let it become ob- 
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structed, and then let it become strangulated, and it is not fully 
indicated by saying that it is a strangulated hernia. The fact 
of irreducibility takes place before the strangulation, and the 
irreducibility is more or less chronic. On the other hand we 
may have: first, a new hernia become strangulated, so that it 
can not be reduced without an operation ; second, an old re¬ 
ducible hernia may come down and become strangulated, so 
as to require an operation before it can be reduced. It is evi¬ 
dent that both of these cases are different from a case of stran¬ 
gulated incarcerated hernia. 

We may now take up some points in regard to the treatment 
of incarcerated hernia: 

First. Relief by taxis.—Seeing that the pathological con¬ 
ditions that lead to incarcerated hernia are progressive, that 
late operations for this disease are more or less serious, and 
that our experience, in many cases both before and after ob¬ 
struction, is in favor of taxis, we may safely recommend this 
method of treatment. And this recommendation has the more 
force because patients at present are very averse to operations 
for the radical cure of hernia. Now, what relief can be obtained 
by taxis in a case of irreducible or incarcerated hernia ? In the 
first place, I have more than once known careful, gentle and 
persistent taxis adequately remove the obstruction that con¬ 
stitutes part of incarcerated hernia. The fiscal matter has 
been pressed out of the knuckle of intestine, contained in the 
sac, so as to remove the urgent symptoms and save the life of 
the patient. Of course, if the obstruction is due to bands of 
adhesion, taxis, as any one can see, would be of very little use. 
It may, however, be stated that the failure of taxis to remove 
the obstruction would induce us to conclude that adhesions ex¬ 
ist, or that inflammation has taken place. In the second 
place, I am reasonably certain that the knuckle of intestine 
can sometimes be partly reduced, and can sometimes be en¬ 
tirely removed from the hernial sac. I think that these re¬ 
sults can be secured to some extent, not only in irreducible, 
but also in incarcerated hernia. It will then appear that in 
some instances the sac may be the irreducible par. of the her¬ 
nia; and then I am satisfied that even the sac may in some 
cases be partly reduced. Of course, if the sac and its contents 
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can be all reduced, we have not to deal with an incarcerated 
nor an irreducible hernia. The methods of taxis I would leave 
to the experience and judgment of the attending surgeon. In 
case of the failure of taxis, we must resort to some other plan 
of treatment—some form of operation. 

Second. Relief by operation.—If, in a case of incarcerated 
hernia, taxis does not remove the obstruction, there is nothing 
left for the surgeon to do but to operate; unless, perhaps, there 
is so much inflammation, when he is called, that he may safely 
wait for nature to go on and form an artificial anus. Such a 
result has happened from time to time, and has left the patient 
alive. As I have already noted, I have seen a case of inflamed 
incarcerated umbilical hernia, in which gangrene occurred; an 
artificial anus was formed—and the patient lived for several 
years, when she died from an over dose of opium taken by 
herself. Yet even under the conditions named, it might be 
good practice to cut down to the gangrenous intestine, and 
open it, and let out the waste materials that have accumulated. 
In this way the surgeon might assist in the formation of an ar¬ 
tificial anus, which might under some conditions be the only 
safe plan, especially when the peritoneal cavity had been 
closed by a wall of limiting fibrine. Indeed, the formation of 
an artificial anus may be the only thing we can do—at times— 
and even that may be accompanied by very imminent peril. 

To illustrate the great difficulties that may be involved in an 
operation for incarcerated hernia, the facts of the following 
case may be related: A strong man, about forty years of age, 
had a large irreducible inguinal hernia of the right side. It 
had been down for years; at last there was obstruction, that 
was followed by inflammation. The sac was freely and ex¬ 
tensively opened. The numerous coils of intestine had ad¬ 
hered to the sac, and had grown together. The peristaltic 
function had been almost ’completely impaired. And it was 
impossible to put the damaged coils of intestine back into the 
peritoneal cavity. Could this have been done, of what use 
would it have been ? In fact, there was too much damaged in¬ 
testine to be safely removed. After the operation, there was 
nothing to be done, except to see the patient die sooner than 
he would, if he had been let alone. 
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And yet, seeing that a case of incarcerated hernia, like one 
of obstruction of the bowel, if the obstruction is not relieved, 
must inevitably end in death, an operation is unquestionably 
justifiable. I am now speaking of a case that has not gone on 
to inflammation, or gangrene. And there are two points of 
special importance and interest in such an operation. One re¬ 
lates to the removal of the obstruction, in whatever form it may 
exist. The other relates to the disabled part of the intestine, 
the part that is imprisoned in the hernial sac. If the function 
of the imprisoned part can be restored, it may be reduced. If 
it is impaired by adhesions, or by change of structure, so that 
its peristalsis is lost, it may be exsected. Such an operation 
may give the patient some chance of recovery. And a small 
chance for life is better than the prospect of inevitable death 
without an operation. 

In regard to the question of strangulation, serious as a case 
of incarcerated hernia may be, such a case when it becomes 
strangulated, as it sometimes does, turns out to be more seri¬ 
ous still. The surgeon may ever bear in mind, that a case of 
strangulated incarcerated hernia is among the most serious of 
surgical cases; it will call upon him for all his skill, all his 
power and all his experience. One of two things must be 
done. The surgeon must assist in the formation of an artifi¬ 
cial anus by carefully cutting down and opening the damaged 
intestine, in such a way as to leave the peritoneal cavity se¬ 
curely closed by the newly formed wall of limiting fibrine, and 
then wait to restore the lumen of the canal till a subsequent 
time, provided the patient survives the peril of his condition. 
Or he may proceed at once to open the abdominal cavity, ac¬ 
cording to the circumstances and requirements of the case, so 
that he can remove the waste material, make the parts aseptic, 
and cut out the damaged piece of intestine. Dangerous as this 
operation may be, the surgeon may .have no alternative, for the 
patient without it will inevitably perish. And if the surgeon 
operates, we may not say, that the result was caused by the 
operation, but rather that the operation failed to save the 
patient’s life. 

In regard to the question of inflammation, we must keep in 
mind, that we have inflammation added to irreducibility and 
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obstruction. Does an incarcerated hernia require an opera¬ 
tion ? The requirements are more urgent, if it has become in¬ 
flamed. Shall we cut through the inflamed tissues. Of the 
necessity of this I have no doubt. The patient will inevitably 
die, if we do not operate. We may save life, only we must be 
reasonably certain of our diagnosis. Exactly, what shall we 
do ? Cut through the inflamed tissues down to the knuckle, or 
folds of intestine, contained in the hernial sac. This will de¬ 
plete the engorged blood vessels; it will facilitate the removal 
of purulent infiltration ; it will permit the application of disin¬ 
fectants; and it will enable the surgeon to cut such adhesion 
bands as tend to cause strangulation,—and then one of three 
things may be done—reduction may be accomplished; exsec¬ 
tion may be performed; or an artificial anus may be made. 
And in some cases the damaged intestine may be of necessity 
left where it is. 


AN EXPERIMENTAL CONTRIBUTION TO INTES¬ 
TINAL SURGERY WITH SPECIAL REFER¬ 
ENCE TO THE TREATMENT OF 
INTESTINAL OBSTRUCTION.' 

(concluded.) 
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' OF MILWAUKEE. 

ATTENDING SURGEON TO THE MILWAUKEE HOSPITAL, PROFESSOR OF THE PRINCIPLES 
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9 . Omental Grafting. 

U NDER the head of circular enterorrhaphy mention is made 
of transplantation of omental flaps after uniting the two 
ends of the bowel bysuturing or.invagination with aviewof se¬ 
curing an additional safeguard against perforation during the 


'Read in the Surgical Section of the Ninth IntemaUonal Medical Congress, Wash¬ 
ington, September 5, 1SS7. 



